MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE :OF DEATH B63~025898
0O NOT w::s’A- m:;:n: PU.L.:&::&:;TDT:"?::Q.'EL'A_a.l.g_l’n- rimary Registration Distriet No, lm_"ﬂaﬂlﬂru’l No. “zo.g_é__ STATE FILE NUMSER Vi

ON THIS STUB FHEDO i1t 51983
1. PLACE OF DEATH -y 2. USUAL RESIDENCE (Whlr‘ decaased lived. |f institution: Residencm before

». COUNTY a. STATE Mo " b, COUNTY admission)

VS 300
Rev. 4/59

b. CITY {If outside corporate limits, give TOWNSHIP only} Length of stay in b . CITY inside Limits

1oMN  Ste Louis, Mo, over 13 yr. TN St.. louis, Mo, Yol NoD

c. FULL NAME OF (If NOT in hospiul. give location) Inside Limits d. STREEY (if cutside, give location) Reside on Farm
HOSPITAL OR ADDRESS

INSTITUTION 54, Touls State Hospital |Y*GkNO h276 Sullivan Yes [] No b

. NAME OF DECEASED Firat Middle 4 DATE Month Day Yaar
{Type or print) OF '

| BEN GIBSON (| O™ JULY 3, 1963
5

. SEX &. 'COLOR OR RACE 7. Morried ] Never Married (K [8. DATE OF BIRTH | 9- AGE (last birthday) | IF UNDER T YEAR IF UNDER 24 HR

8

 [BATE AMENDED

Months | Days Hours Min.

Widowad Diverced
._Male _Negro @0 D | 1.9-04 59
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE (City and state ar country) | 12. CITIZEN OF WHAT COUNTRY
dui‘ Eost of working life, even if retired)
8

Ste Louis, Moa ﬂ__mu__
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME hd 14. NAME OF RUSBAND OR WIFE

Gibson

Inimown
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address

{Yes, no, or unknown){ {If yes, give war or dates of serv
Hospital records.

18. CAUSE OF DEATH (Enter only one cause per li Tor uu, LI R INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY:? | ONSET AND DEATH

IMMEDIATE CAUSE {a} Acute pyelonephrit.is
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" Conditicns, if any,]  “DUE TO (b}

:;wlc gave rln(')o B k
R VQ caUse 8, - * B
e B | wirowr_ - 000
T CONDITIONS BUTING TO DX 1 h PART ] £ d sed
PART 1. G oss contition aivan in PART 1 ( ‘i?fa‘b tes mOll1bus" = Chronic Brailn - thee spemne in o 50 daye
Syndrom agsoclated with syphilitic meningoencephalitis, - : 10 ves | £ No. [ O Unknown

' l9. WAS-AUTOPSY lTOa. ACCIDENT " SUI%DE HOMDI(;IDE 20b. DESCRIBE HOW INJURY. OCCURRED. (Enter.nature of injury in PART | or PART II ofitem 18.)

PERFORMED?
YES ] NO &t

20c. TIME, OF | Houl | Month, Day, Year 1
INJGRY © am. !
p-m.

T 20d. ‘INJURY OCCURRED 20e, PLACE OF INJURY (e.g., in or aboyt home, | 20f, CITY; TOWN, OR LOCAYION
© 7 WHILE AT WORK O farm, factory, street, office bidg., efc.)

NOT ﬂHILE AWORKP N
‘21._ | attended tha deceased from_. M_lghL _ll!lI_'i._lm_md “fest saw himt nlwa on_JDlLL_lL3—

Death occurred at— (‘-9330 on tha dufe l’lfad abovc, and to tha best of my. knowhdga, from the catiies stated.

EMEmc’iL CERTIFICATION

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

.USE BLACK INK
OR

T3a. SIGNA ros~or Title] - - 725, ADDRESS : ‘ i Zoc. DATE, SIGNED
)d{j - (L MM xD 5400 Arsenal St : 1/3/63
232, BURIAL, CRERATION, | 23b. DATE _ "AME OF CEMETERY OR CREMATORY 73d. LOCATION [City, Town, or county] {State]
REMOVAL (Specify)
Removal 7=-9-61

24. FUNERAL DIRECTOR ] ADDRESS

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.

d E"'L Imer's Sta it on R‘av-cra Side)




STATEMENT BY I.ICENSED EMBAI.MEI

piFivcoracinet edand
- C o e—a

| hereby certify that the body whose name is re:orded on the reverse side of this certificate was embalmed by me,

Student Embalmer No.

or by

working under my. persoml supervision. azd D1 Tart e arl ’ '
cRETET e et ey 010D TR rig s pelal :

Signature of S_ipdem Embalmer

Student

X

Licensed Embalmer No. Lty i

P. O. Address 4202 Finne

+ iNGte: _The &bdve MUST BE -SIGNED BY THE LICENSED EMBAI.MER in. ‘h.s oWN HANDWRITING. (Failure to comply

V:flfh the. above constifutes grounds for revocation of license). o 052 P: .
If embalmed by a STUDENT, he also shall sign in his OWN handwrmng

. If this body is not embalmed, fact should be so stared above. e
I e A e - Y




